
  Cardiology Associates of Savannah, LLC 

 

 

 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

We are required to provide you with a copy of our Notice of Privacy Practices, which 

states how we may use and/or disclose your health information.  Please sign this form to 

acknowledge receipt of this notice.  You may refuse to sign this acknowledgement if you 

wish. 

 

 

Signature of Patient     Date 

 

 

 

 

ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION 

 

I hereby authorize my insurance benefits to be paid directly to Cardiology Associates of 

Savannah and acknowledge that I am responsible for any balance not covered by those 

benefits.  I authorize Cardiology Associates of Savannah to release information requested 

concerning my care to insurers paying such benefits. 

 

________________________________________________________________________ 

Signature of Patient     Date 

 

 

 

RED FLAG COMPLIANCE 

 

It is the policy of Cardiology Associates of Savannah to follow all federal and state laws 

and reporting requirements regarding identity theft.  The Federal Trade Commission 

intends to apply its new “Red Flags Rule” regulations to physician practices.  According 

to the FTC Rule, physician practices that accept insurance must have adequate written 

polices and procedures in place to protect against identity theft.  As a patient, you will be 

asked to provide a Drivers License, or photo ID, Military ID (if applicable), and 

insurance card. This information will be kept in your patient file. 

 

 

Signature of Patient     Date 

   

 


